Section of Laryngology 3
(2) The section shows a malignant growth-a squamous-celled carcinoma. There can be little doubt that it has originated as a carcinoma of the more simple epithelium seen in this region, and has become squamous by metaplasia. It may have been more difficult to diagnose in an earlier condition. Now (November 5) the tumour is growing rapidly, the upper surface of the palate is ulcerating and neuralgic pain on the left side of the head is complained of.
Remarks.-It must be presumed, I think, that the cause of the perforation of the palate was an epitheliomatous ulcer on the upper surface of the right palate, and that the epitheliomatous cells died probably from lack of nutrition (otherwise why should the perforation lessen, and the edges heal firmlv ?).
(Microscopic slides shown.) Di8cus8ion.-Dr. W. H. KELSON said that when he had first seen this case, in June, 1926, he had remarked that there was little to indicate the cause of the trouble, but that it inight prove to be one of cancer. He (Dr. Kelson) had shown two cases before the Section in which there had been a mysterious ulceration, which did not correspond to that found in tuberculosis or syphilis or malignant disease, but which later became definitely malignant. The present case confirmed the impression that many cases of indefinite nature really were, or ultimately became, malignant.
Sir WILLIAM MILLIGAN said that there was a growth on the left side of the vault of this patient's naso-pharynx. Did Mr. Bell Tawse consider that there was a contact infection ? Apparently the growth which had caused the perforation of the palate had begun on its posterior aspect, and there was a fair amount of infiltration of tissue. Contact cancer di(l occur, though rarely. What treatment was proposed in this case? The patient was now beginning to suffer severely from neuralgia, and an attempt should be made to relieve that. Was it worth while to try diathermy? This was likely to afford considerable relief, even if it did not entirely destroy the growth.
Mr. BELL TAWSE (in reply) said that the growth on the naso-pharynx had appeared a month after the septal condition was noted. He (the speaker) did not see why it should be considered a contact cancer, as the left'half of the soft palate did not show any ulceration. There was no doubt that the perforation was due to an epitheliomatous ulcer of the right half of the palate. He (Mr. Bell Tawse) had brought the patient chiefly for advice as to treatment. He was disposed to try treatment by intensive X-rays first, but was not inclined to use diathermy, as its proper application would necessitate a very extensive preliminary operation. He considered the case inoperable and later on he would employ radium. He regarded the persistent neuralgia as a symptom of grave significance. Acute Frontal Sinus Suppuration: an Unusual Variation in the Anatomy.
June 20.-Severe cold in nose was rapidly followed by acute pain in forehead and a high temperature. This continued for nearly three weeks, when the pain subsided, as a swelling appeared in the middle line just above the root of the nose.
July 10.-First seen by exhibitor. The swelling was obviously an abscess and the skin over it was red, and rupture was imminent. Some pus was seen in the right middle meatus and the anterior end of the middle turbinal was swollen and red. As the left nose seemed normal it was decided to open the right frontal sinus at once, so as to try to obviate a scar on the middle of the forehead, which would result if the abscess burst. Therefore no X-ray photograph was taken. The usual curved incision exposed a tiny fistula on the anterior wall of the right frontal sinus-the sinus was very small and was full of pus. Right frontal sinus wound opened up. Probe from left side seen passing beneath a slit at the lower border of the inter-sinus septum, which reached to the lowest part of the cavity and was otherwise intact.
The inter-sinus septum was removed and the cavity drained as before.
Remtarks.-(1) Can one reasonably assume that the inter-sinus partition was a mnere buttress and not a true septum, and that there is total absence of a left frontal sinus ?
(2) Had the X-ray report been available before the first operation, the left sinus would have been opened and I should certainly lhave failed to realize that I had opened a large recess of the right one.
(3) The combination of a persistent frontal suture and absence of one frontal sinus is not common.
(4) The second operation on the right side has rather interfered with the cosmeticresult.
(X-ray plates s1hown.)
Di.scissiow.-Mr. C. A. S. RIDOUT said that some years ago he had found in a soldier-patient.
an abnormal anatomical condition-that of a double frontal sinus. He (the speaker) had been culretting, when suddenly the curette had given way, and another cavity was revealed, which turned out to be the right frontal sinus overlapping the left. Possibly such a condition might have been present in Mr. Bell Tawse's case. Mr. W. STUART-Low said that in a number of somewhat similar cases he had found that Uhe iieuralgic pain frequently experienced in these conditions of acute and subacute sinusitis was much relieved by the application of actinic rays from a carbon-arc lamp applied for half an hour at a time. These rays had great penetrative power; they relieved the congestion, and allayed the deep throbbing pain so depressing to the patient.
A New Frontal Sinus Operation. By H. A. KISCH, F.R.C.S.
A YOUNG woman, aged 27, complained of persistent headaches, so severe sometimes that she could not see across the street. She had been treated, without success, for migraine and dyspepsia; the ophthalmic surgeon reported vision normal, both eyes. Her tonsils bad previously been removed and a nasal septum deflection corrected. The patient complained of discharge from the nose and of an unpleasant smell. Further examination revealed that a multiple sinusitis was the condition present. An external frontal sinus operation was first performed on the left side. The technique of the operation is as follows:
The skin incision is made from just internal to the supra-orbital notch, downwards, internal to the internal canthus of the eye, for about an inch. It is then deepened to the bone, and htmorrhage controlled. The periosteum is incised, and the ascending process of the superior maxilla exposed. The orbital contentsare not retracted. With a chisel an oblong portion of the ascending process of the superior maxilla is
